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A 68-year-old male complained of epigastric pain and coffee ground vomitus for hours. Emergent
panendoscopy revealed diffuse esophageal ulcers, mild hiatal hernia, and gastric erosion. An abdominal
computed tomography (CT) scan was performed due to the persistent abdominal pain with peritonitis.
CT scan without enhancement showed transmesenteric internal herniation of the small bowel with
strangulation. The condition of the patient deteriorated and he died from extreme shock and peritonitis
after 3 hours of observation in the surgical intensive care unit.
Copyright  2012, Taiwan Society of Geriatric Emergency & Critical Care Medicine. Published by Elsevier
Taiwan LLC. All rights reserved.1. Introduction
Transmesenteric hernia is a rare cause of small bowel obstruc-
tion in adults. We describe a 68 year-old man who presented with
abdominal painwith no signs of peritonitis. Computed tomography
showed features of transmesenteric internal herniation of the small
bowel with strangulation. Due to his debilitated status, an emer-
gency operation on the hernia was suspended. The patient died of
profound shock after 3 hours of observation in the surgical inten-
sive care unit. For emergency physicians, abdominal pain and upper
gastrointestinal bleeding (UGIB) are both commonly encountered
problems in daily practice; many fatal conditions cause these
symptoms. We also reviewed the presentation, diagnosis, and
prognosis of transmesenteric internal herniation.
2. Case report
A 68-year-old male presented at our emergency department
(ED) complaining of epigastric pain and coffee ground vomitus. He
denied any other systemic disease and had no history of abdominal
surgery. His vital signs upon arrival to the ED were the following:
body temperature, 36.7C; heart rate, 108 beats/minute, respiratory
rate, 20 breaths/minute and blood pressure, 93/61 mmHg. Upon
physical examination, epigastric tenderness without guarding of
the abdominal muscles and the absence of rebounding tendernesserest.
ec 2, North Chung Shan Rd.,
iwan Society of Geriatric Emergenwere found. Laboratory tests showed the following: hemoglobin,
16.5 gm/dL; white blood cell count, 16500/mL (88% neutrophils);
blood urea nitrogen, 44 mg/dL; creatinine, 3.2 mg/dL; potassium,
2.9 mEq/L; and C-reactive protein, 2.68 mg/dL. Other laboratory
results were unremarkable. Emergency panendoscopy revealed
diffuse esophageal ulcers, mild hiatal hernia, and gastric erosion. A
proton pump inhibitor (PPI) had been prescribed to treat the diffuse
esophageal ulcers; however, the patient complained of progressive
abdominal pain with no signs of peritonitis. An abdominal
computed tomography (CT) scan without enhancement revealed
transmesenteric internal herniation of the small bowel with stran-
gulation (Figs. 1 and 2). While in the ED, the patient complained of
chest discomfort and shortness of breath concomitant with hypo-
tension. He then experienced a ventricular arrhythmia episode with
elevated troponin I (0.97 ng/mL). Due to his debilitated status, an
emergency operation on the herniawas suspended. The patient died
of profound shock after 3 hours of observation in the surgical
intensive care unit.3. Discussion
For emergency physicians, abdominal pain and upper gastro-
intestinal bleeding (UGIB) are both commonly encountered prob-
lems in ED practice; many fatal conditions cause these symptoms.
Herein, we reviewed the presentation, diagnosis, and prognosis of
transmesenteric internal herniation.
Internal herniation is a relatively rare cause of abdominal pain.
Possible sites of herniation include the foramen ofWinslow and the
broad ligament of the uterus and transomental region, in addition
to paracecal, paraduodenal and transmesenteric hernias. Thecy & Critical Care Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
Fig. 2. Computed tomography (CT) scan showing a well-demarcrated mass in the
right-middle abdomen (white arrows) and the site of herniation (arrow head).
Fig. 1. Computed tomography (CT) scan showing a 5.5 8 9 cm, well-demarcated
mass lesion in the right-middle abdomen with predominant fat attenuation and
some stranding appearance.
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acquired (i.e., postoperational)1. Transmesenteric hernia, the most
common type, is usually related to prior abdominal surgery, espe-
cially those involving the creation of a Roux-en-Y anastomosis (e.g.,
liver transplantation or gastric bypass)2e4. Congenital trans-
mesenteric hernias have been reported in the medical literature
and are usually observed the pediatric population; adult cases are
rarer5. Abdominal pain is a common presentation, but lethargy or
shock may be the only manifestations in children6. A preoperative
diagnosis of internal herniation is difﬁcult to make, and a deﬁnite
diagnosis is usually made by laparotomy. A CT scan allows a conﬁ-
dent diagnosis in the majority of cases. CT plays an important role
because the clinical diagnosis of internal hernia is usually difﬁcult.
Mesenteric vessel abnormalities, such as the engorgement,
crowding, twisting, or stretching of these vessels, are common
indicators found on CT images. Knowledge of the characteristicimaging features and the mechanism of internal herniation can
lead to early detection and the correct diagnosis7,8. Most surgeons
agree that prompt surgical intervention usually leads to a success-
ful outcome2,9. In patients with small-bowel obstruction, an
external or transmesenteric hernia should be included in the
differential diagnosis in the absence of previous surgical history.
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